* Ethics, Safeguard and Palliative 
care 


Dr Yousuf Meah- MRCPCH(London, UK) 


* medical ethics is a branch of ethics that deals with matters of right or wrong in 
medicine. 


+ Four principles of medical ethics: 
* 1970- Beauchamp and Childress 
1. Respect for autonomy - 
1. relative autonomy of a Gillick competent child 
2. Autonomy of parents to decide for their children 
2. Beneficence - 
1. an obligation to benefit patients by acting in their best interest 
3. Ngn-maleficence- not to cause net harm( Do no harm) 


1. Not acting against patient's interest 


e Preferred to bez — broader and encompasses prevei 


strategies and approaches. GD 


e broader term and refers to the process of promoting the welfare off 
children and ensuring that their physical and emotional well-bei 
CPronfoted and their needs are met. 


. Protecting children from abuse or neglect, preventing impairment of t$ 
and development, ensuring growing up in circumstances consistent with the 
provision of safe and effective care > enables children to have optimum life 
chances and enter adulthood successfully. 


¥ Child protection: 


e The activity that is undertaken to protect specific childre! re or at risk of 
suffering serious harm 
JSE 


as a result of NAI in the UK 
= 


e ~100 children per yı 


E 


Table 8.1 Prevalence (per 10,000 children) of vulnerable 
children and medical conditions 


Child protection plan 4.6 
Looked after children 6 
Cerebral palsy 1.5-4 

` Fetal alcohol syndrome 2 2 
Severe learning disability 3.7 
Sensorineural hearing loss 1-2 


Down's syndrome 0.5 


o child protraction 


+ Safeguarding is everyone's responsibility a 


* Achild-centred approach "Think Family, —~ 


e 30-60% of maltreated children will have a coexisting_medical condition. 


ect 
e So child maltreatment is a DD féxevery medical condition 
pioden 


e Difficult to recognise — failure to "think the unthinkable ". 
+/ Busy looking for rare medical condition to 
exptain the symptoms 


e Not wanting to open a can of worms 
SS WaN : 
e Fear of being reported to the General Medica 
Council 
e Fear of being wrong and missing a medical cause 
e Reluctance to consider abuse 
e Fear of parents’ reaction to possibility 


e Fear of loss of Telationship>with Garenis/of carers 


¢ Barriers : 
pees 


( 


_ Premature and low birth weight 
Separated from mother/primary caregiver 


Disabled and/or chronic ill health, including physical and mental 
health SR 


Onwanted/unplanned or different to expectations, for example the 


‘wrong’ sex 


Drug and alcohol misuge_— 


Domestic violence 


Mental health problems 
Learning disability 2 
PAES n EE SSS 


Frequent moves, homelessness 
AMUSE. 


Social isolation, weak supportive networks of family and friends 
SS r OA 
Socio-economic problems, sune povery d unemployment 


Living in a gang-associated area 
SS 


Strong cultural beliefs leading to: 
-s+ Female genital mutilation 

e Forced marriage 

æ fionour killing 


v Assessment 


(7 Timescale >) 
ej 


Physical injury - within 24 hours and where 
police investigation or protection from harm is 


required. 

a sexual assault — as soon as possible to 
obtain forensic evidence and prevent pregnancy 
anc_infection. 


Physical injury — within 24 hours and where 
police investigation or protection from harm is 


required 
e Acute sexual assault - as soon as possible to 
obtain forensic evidence and prevent pregnancy 


and infection. 
e Historic sexual abuse, neglect or emotional abuse 


— the referral should be assessed according to 
clinical need and requirement of the safeguarding 
process. Children geo tees waiting for 
more than 10 working days from the point of 
referral, unless there are clear mitigating factors 
agreed by all parties. 


v@opsem 
Frob child and parents 
Le ee. : == 


° Document time, place, peoplg presen 


e Talk to child alone- open Q 
aeo emi Fa - 


Sign, ees, print you your name legibly 


. Use body maps 


Photograplf ee 
e Any unmet health needs tee 
pari, 


¥ Examinatio 


* Thorough general examination —> anthropmetry, pubertal staging 
—_ a ——<———————4 
¢ Demeanour and behaviour 
pee pe 
e With the child's permission — examin butlock ancgeritalig(1in 7 
physical abuse is associated with sexual abuse) 
— 


ee 


v Inv 


v Dx & opinion 


v Mx and communication <4 


e Verbal information to(Social worker and police followed by written report 
with in 1 3 working days after assessment. 


Refer No further child protection 
+ writing Withi rs> action, although may 
need to act to ensure 
services provided 


À Feedback to referrer on 
acknowledges receipt of P ET T 
referral and decides on next 


course of action (1/7) 


No further social services 
involvement at this stage, 
although other action may 


Initial assessment required be necessary 


v Research in children 


There are sound ethical reasons to conduct ethical research in children, including: 


+ Children have unique, physiological, psychosocial status and specific needs 

* Children have a right to receive treatments that are tested and evidence based 

* Children are not mini-adults or animals so results from adult and animal research (though ethically 
preferable) may not be transferable to them 

* Non-therapeutic research is ethically important in children 


+ Although children are vulnerable, this is not sufficient reason to exclude them from research from 
which they could benefit 


Criteria for worthwhile ‘general’ research in children include: 


+ Identifiable prospect of benefit to children with minimal risk 

+ Well designed, well conducted 

* Subject to informed consent freely given with opportunity to withdraw 

* Primary motivation for conduct of research should not be financial or ‘career’ 
+ Sufficient statistical power 

+ Intention to report 

+ Appropriate ethical review 


Y| Parental responsibility 


© Automatically vested in child 


biol gical mother 


i 


ig The parents only surrender their parerii responsibility when the child reaches 


(Majority or is adopted away from them 


Ve married to the mother at the time of the birth , th 'r|will have parental 


responsibility. 


goth unmarried father whose name appears on the birth certificate on or after 1 
December 2003 automatically has parental responsibility by marriage to the 
mother . 


can be acquired by other unmarried fathers by formal agreement with mother 
, or the court. ( residence order) 


(eean consent if they have undergon cour process) 
NStep: Par means court proces 


7 een, local authorities( emergency protection order), adoption 
‘agencies can share parental responsibility with the parents. 


aA ¢ Residual tights’ of parenthood naming, determination of education and 
religion, right to appoint guardian 


e Appointed can Spa es comes REE > 


e Will assume parental responsibility on the death of the second parent. 
e Appointed with a signed anddaed letter 
¥ Consent 
+ When is.consent required? 
e For any intervention 
e In whatform should consent be taken? 
. No legal requirement for written consent, which can equally be verbal, or by 
acquiescence 
e Fromavaem should the consent be obtained? ON 
. with parental responsibility. 
= É 


« Only one person with parental responsibility is needed. 


e Inthe absence of a parent , where a child is consent because of lack 
of capacity ,Can'thedoctor treat in 
ee 


« To save life or avoid a significant deterioration in health, the doctor may 
— < = 
treat on the basis of this necessity. 


e What information should be provided to obtain informed consent ? 


+ Any information that a reasonable patient would require when considering 
whether to consent to the proposed intervention should be discussed. This 
should include 


e The certainty of diagnosis 
e The options for treatment ( including non-treatment) 


« A balanced opinion of the likely outcome of these options 
ae 


* Th se, risk,benefits and si of the intervention 
e purpose, rsk.benefis and side effects 


e Name of the senior clinician is reiterated 


(om the treatment continues to b€an option> 
Le Children may have the legal capacity to give consent but, even if they do n 


they still have the right to receive information. 
ee 


. assumed to be competent to give consent 
T6 yeas? — MayFthey are TÉ OUNTE what is Geran | 
consequences — Gillick competent. They can agree to rk bug can not refuse: 


What if my child refuses treatment? 


Sometimes children who are able to take their own decisions refuse 
treatment which their parents wish them to accept. In spite of that, 
health care professionals can legally overrule them and go ahead with 
the treatment if a parent has given consent. 


But young people may resent treatment given to them against their will. 
So it's better for everyone to avoid this happening. 


But young people may resent treatment given to them against their will. 
So it’s better for everyone to avoid this happening. 


If your child is refusing treatment, try to find out what's worrying them 
before considering going against their wishes. So long as the child's 
condition is not life-threatening, it may be possible to delay treatment 
until the child is willing for it to go ahead. 


Suppose | don’t want my child to have treatment? $ 


You may not want your child to have a particular treatment or 
intervention - contraception, for example. But if your child has the 
maturity to understand what's involved and asks for it, the law does 
allow health care professionals to provide treatment or care they believe 
is appropriate. Although they will always try to persuade children to 
keep parents informed, they must respect the wishes of a child who 
refuses to share information with you. 


QD Consult local colleagues (eg senior colleagues/other consultan 
2. Consult more widely within the_hospital (involyCaspital_e y 
committee). Ba = ——— = 
3. Consult another unit. 
4. Involve Royal College ethics committee. 
Involve the courts: a judge can issue a Specific Treatment Order. This 
permission to act without the parent’s consent in one particular areg 
does not take away any other aspects of parental responsibility. 


2) e Doctors-cal cally lose infor o parents of children’<18years , even 
with the child's refusal , if they genuinely believe that it is in the young person's 
best interests to do so. + needs justification and careful explanation. 


+ Age of consent for any form oljsexualactivity) 476 


+ To have sexual activity with a personcundenthe ag 


\» Children of Sanj@or sirilarane are highly unlikely to be prosecuted for 
\ utually agreed, no abuse or exploitation. 


engaging in sexual Aoi = 


transfusion of whole blood, red cells, platelets, white cells or 
S kaasik diei —— caine 


e Other frations of blood — left to the believer's own conscience 


e(\Ris# of excommunication, spiritual consequences 
eee 


e Carry Advance Decision Document/ " No blood card" 


| Refusal of Blood Products in a Paediatric Patient 


| 


Is the child competent? 


- aezlgor 
=- Deemed competent to make decision (autonomy, 
capacity, free of coercion) 


a S— 
fafient is competent D 


C fal 


ae 
-> Patient acts independently of parents 
—a g 


Patient is not competēn 


-> parents are surrogate decision makers to act in 
patient's best interest oe 
Ez 


Every step should be taken to avoid the use 
OF allogenic blood 


Refusal decumested 


Blood transfusion is acomplia bet D 
interest despite parenU/patient re 

If genuine personal belief then clinician should 
give very serious consideration to child’s feelings 


If child has capacity and is refusing then they 
should not be overruled - seek legal advice 


/ 


uld only be 


pee l 


Deanie 
transfusion not essential 
~ other treatments available 


~ not in child’s best interests to receive 
transfusion 


Life Saving Emergency 


‘fic Issue Order (SIO) 
Contact lepartment or 
ief Exec. will discuss with 
Application to the 

ion or Sherif court 


Blood produ 


> give blood 


ey 
Determined by 2 consultants to be 


life saving or Preve Serious 


harm. Document clearly. 


given where absolutely 
to prevent severe 


letriment to the child’s health. 
An SIO should be sought as 
soon as is possible. 


hour UK Contact: Local: 
Hos Information Services for Jehovah's Paul Barrie - 07733 155415; 
Witnesses pbarrie@jw-hle.org.uk 


020 8906 2211 Legal Department: 0141 452 3490 (83490) 


Y Full legal capacity 
+ Childhood ends on the 18th birthday. 


/ 


e The neW adultadsumes all decision-making powers( although applicants for 
adoption and holders of Public_offices cannot generally he under 21 years) 
i us — i 
() 


Understand that a choice exists 
Understand the purpose and nature of the proposed trea’ 
+ Understand the risks, benefits and alternatives 

+ Understand the consequences ences of not undergoing the treatment 


urthermore, the child must: 


decision 


e As with the 16 to 17 years olds, the ability of Gillick competent children to 
provide valid consent does not extend to refuse. 


v Legal (Fraser’s ) criteria for the prescription of contraception: 


Ability to understand implications for self and family 
+ There is a sustained and consistent refusal to discuss with parents 


* The young person has made a decision to sta; inue to have sexual i ourse, despite 
attempts at persuasion 
ee + The adol escent’s health will suffer or is likely to suffer if contraception is not given | 


+ Prescribing contraception is in the young person’s best interests 


v Emergency protection order — 


e Allows the local authority t&remove he child from where hear she is living toa 
place of safety. Usually lasts for up to 8 days but it can be extended for upto 7) 
a ——S 


days. 
\ 


+ In most cases followed by\care proceedings. ) 


Y Adoption 


e When a child is adopted full parental rights are taken on by the adopting parent 
and the child has all the rights of a natural child of those parents. 


5 = 
adoption agencies,) 


e Natural parénts must give consent for adoption. Cannot be don 


weeks after birth for newborn infants. 


oe ee of prospective adoptive parents — carried out by social 


e Absolute contraindications to adoption certain criminal offences. 


© Choice of family will ideally reflect birth heritage of child ethnic origin. 
eee ———s 


Applicatiosfor adoption order as soon as the child starts living with the 


prospective parents, but it will not bs heard fpr at least 3 months. 
——— 
“= e Adoption hearing Adoption panel including social workers and medical 


advisers. 


e Social service and voluntary organisations acts as-a! 


e Medical services — 1. advisory capacity to the adoption agencies 


e 2. Carrying out pre-adoption medicals 


e When a child is likely to suffer significant harm may be taken into police 
protection for 72 hours . In case of extreme emergency — quicker than 
applying for an Emergency Protection Order. 


e Gives the local authority parental responsibility for the child. 


+ The local authority can make decisions to safeguard and promote the 
child's welfare. 


—-4 


e The order doesn’t remove parental responsibility from the parents. 
a ee 


e Incase of NAI — where enquires will take some time and where the child is 
not regarded as being safe at home. 
poke iad = 


Vv Fostering 


(otters a child care in a family setting but does not provide legal permanency 
because parental rights remain with the natural parents, local authorities or 


courts 5 depending on legal circumstances. 
e Types foster care: 
¢ Care of babies awaiting adoption = 


— 
« Young children in whom return toparents is anticipate 


* Short break fostering 

. Remanthfostering 
e Foster parents are selected by foster panel 
e Foster carers receive a financial al nce. 


¥ Confidentiality 


Generalprinciples of confidentiali 
. Wherever possible conSent) or disclosure should beSaught 


* Data should be madesanonymous if unidentifiable data will serve the se 


+ Only information necessary forthe purpose in question should be disclosed 


Pa Information can be shared withi eam unless pi i 
specifically objects 


e (Disclosure of information isilegal in certainycircumstances: 


¢ Notification of certain specified infections diseases EP 


e Notification of birth and death 
eal —- 
-If theGourynakes specific request for it 
e Disclosure of information is discretionary in circumstances where 


here is risk Of significant harm to third party 


« It is necessary to do so for detection or prevention of serious crime 
including child abuse 
e 


v Withholding or withdrawifg LSÒRCPCH identified five situations 


. Brain-stem death 
. Permanent vegetative state. dependent on tube feeding for survival. 


. No- chance situation — LST only delay death without aleviating suffering 


PF wry PF 


. No purpose situation = survival possible but only at the cost of physical and 
mental impairment .eg grade iv haemorrhage in neonate. 


5. Intolerable situation/ unbearable suffering - survival possible but in the face of 
progressive and irreversible illness 


© The process of decision-making: 


+ All remediable causes for the child’s condition must be excluded 

+ Absolute certainty over likely outcomes may not be possible and thus should be acknowledged 

* There should be general acceptance that value judgements have to be made 

There should be openness and transparency in discussions within teams and with parents/children 
+ Consider second opinions to clarify the clinical position 

+ Formal ethics consultation may be helpful 


You are called as the paediatric registrar on call 
attend to a 3-month-old child, Jack, who has bet 
diagnosed in the last two weeks with spinal muscu 
atrophy (SMA) type 1. Jack has been brought to 
the paediatric admission unit with episodes at 
home where he has stopped breathing. On your 
arrival, you witness that Jack has got oxygen 
saturations in the low 90s despite high flow 
oxygen. He has shallow breathing with up to 
10-second pauses between breaths. 


Jack’s parents do not want him to be intubated A 
they feel this will lead to pain and distress. What 
action do you take? Select ONE answer only. 


A. Discharge Jack home, as there is nothing else 
you can do for him and it is better for him to be 
at home. 


B. Ignore their wishes and intubate him, as you do 
not think they have had enough time to think 
about this decision 

C. Ignore their wishes and intubate him, as you 
think it is in Jack’s best interests to be 
ventilated, as without support he will die. 


D. Involve the palliative care team and discuss 


with his parents how Jack’s symptom care 


should best be managed. 


E. Start high doses of morphine and midazolam 


so that Jack dies relatively quickly. 


Y Abortion 


e Abortion may be carried out in pregnancies that do not e: 


« Continuation > injury to physical and mental health of the woman or any 


existing children in her family 


e Termination necessary to prevent that risk 


¢ Cogntinuatiom— would involve risk to the life of mother , greater than if it 


were terminated 


© If born, 


substantial risk of seriously handicapped 


e Needs to be assessed by two doctors who must be satisfied that the abortion is 


justified. 


+ Viable age 24 weeks 


V Extremely preterm infant ( < 24 weeks gestation) 


e =/> 24 weeks’ gestation — initiate intensive care and admit to NICU 


e 24+0—24+6 weeks’ gestation — full, invasive , intensive care and support and 


admit to NICU 


e 23+0—23+6 weeks’ gestation. consideration to parent's wishes 


e 22+0 ——22+6 weeks’ gestation — standard practice - not to resuscitate 


Guidelines for prov 
juffield Council of Bioethics 


At 25 weeks and above 

Intensive care should be initiated and the baby 
admitted to a neonatal intensive care unit, unless 
he or she is known to be affected by some severe 
abnormality incompatible with any significant 
period of survival. 


Between 24 weeks, 0 days and 24 weeks, 6 days 
Normal practice should be that a baby will be 
offered full invasive intensive care and support 
from birth and admitted to a neonatal intensive 
care unit, unless the parents and the clinicians 
are agreed that, in the light of the baby’s 
condition, it is not in his or her best interests 

to start intensive care. 


g intensive care to extremely premature neonates i 


e UK according 


not survive for long, clinicians should not be 
obliged to proceed with treatment wholly contrary 
to their clinical judgement, if they judge that 
treatment would be futile. 


Between 22 weeks, 0 days and 22 weeks, 6 days 
Standard practice should be not to resuscitate the 
baby. Resuscitation should only be attempted and 
intensive care offered if parents request 
resuscitation, and reiterate this request, after 
thorough discussion with an experienced 
paediatrician about the risks and long-term 
outcomes, and if the clinicians agree that it is in 
the baby’s best interests. 


Before 22 weeks 


Intensive care should be initiated and the baby 
admitted to a neonatal intensive care unit, unless 
he or she is known to be affected by some severe 
abnormality incompatible with any significant 
period of survival. 


Between 24 weeks, 0 days and 24 weeks, 6 days 
Normal practice should be that a baby will be 
offered full invasive intensive care and support 
from birth and admitted to a neonatal intensive 
care unit, unless the parents and the clinicians 

are agreed that, in the light of the baby’s 
condition, it is not in his or her best interests 

to start intensive care. 


Between 23 weeks, 0 days and 23 weeks, 6 days 
It is very difficult to predict the future outcome for 
an individual baby. Precedence should be given to 
the wishes of the parents. However, where the 
condition of the baby indicates that he or she will 


e At 23 weeks survival = 20% 
e At 24wks— 40% 


e At 25 wks— 60%; 
v Abuse: 


+ Physical ( NAI) 


+ Emotional 


* Sexual 
e Neglect 


e Fabricated or induced illness 


obliged to proceed with treatment wholly contrary 
to their clinical judgement, if they judge that 
treatment would be futile. 


Between 22 weeks, 0 days and 22 weeks, 6 days 
Standard practice should be not to resuscitate the 
baby. Resuscitation should only be attempted and 
intensive care offered if parents request 
resuscitation, and reiterate this request, after 
thorough discussion with an experienced 
paediatrician about the risks and long-term 
outcomes, and if the clinicians agree that it is in 
the baby’s best interests. 


Before 22 weeks 


Any intervention at this stage is experimental. 
Attempts to resuscitate should only take place 
within a clinical research study that has been 
assessed and approved by a research ethics 
committee and with informed parental consent. 


Y Non-accidental injury (NAI)/ physical abuse: 


e Hitting, shaking, throwing, poisoning, burning, scalding, suffocating or otherwise 
causing physical harm to a child. Also include fabricated or induced illness. 


e Assessment: paediatrician with level 3 competences, supervised by consultant 


or senior paediatrician 


Presentation: 


Delay in seeking medical attention following injury 

History incompatible with injury seen 

Numerous explanations suggested for injury 

Changes in the history 

Parents ‘shopping around’ for medical help (e.g. from GP, A&E, different hospitals) 
History of domestic violence 

Odd or aggressive parental behaviour 

Any fracture in an infant without a satisfactory explanation 

Any bruise on a child aged <6 months or pre-mobile 

Patterns of bruising, injury or explanation not compatible with child's development 
Recurrent injuries 

Evidence of other forms of abuse (e.g. failure to thrive, neglect) 

Previous evidence of injury or neglect (check if child known to local authority children’s social care or is 
the subject of a child protection plan) 


Referrals : most come through socaial care team or the police 
Discuss with the consultant before arranging assessment by on-call team 


Consultant will determine who should carry out initial examination and whether 
social care and police should be present 


Immmediate action: 
e Urgent or life threatening situation 
e Trust on-call protection arrangement 
e Potential risk to siblings or other children 


History: full , visual recording 
e Child protection proforma with body charts — 


e Complete and sign each page 
Examination: appropriate time scale; for physical abuse within24 hr 
Planned medical assessment — carer and the child must give consent 


Investigation: 


Bruising Fractures 


Coagulation screen skeletal survey: 
| Prothrombin time All children < 2 year where physical abuse is suspected 
Activated partial thrombopiastin tirne | Older children dependant on history, examination and 
Thrombin Time fracture type 
| Fibrinogen 
CT head sean: 
Full blood count and film All children < 1 year where physical abuse is suspected 


Older children dependant on history and examination 


Factor Vitec 
| Bone biochemistry: 

Von Willebrand factor Calcium and phosphate 
Alkaline phosphatase 
Serum 25-hydroxyvitamin D 
es | Parathyroid hormone 

Table 12.1: First line investigations in suspected physical abuse. Other investigations may be necessary 
depending on clinical findings and results of first tine investigations adapted from (6, 7) 


Y Shaken baby syndrome 
e Most commonly under 6 months 
© 30% mortality 
e Survivors left with long term brain damage 
Y Bruise 


+ Accidental — over bony prominence, on the front of the body and generally 
small( 1-6mm). 


e Abusive bruises 
+ Age of bruise — should not be commented on. 


¢ DD: 


p 


Bleeding disorder 
Mongolian blue spot 
e > 


. Traditional practices > coining 
. Cupping 


R WwW N 


v Emotional abuse: 
« Habitual harassment of a child by disparagement, criticism, threat and ridicule 
e Presentation: non specific behaviour 
e Unhappy 
e Disturbed poor concentration — learning difficulties/ school failure 
e Poor social interaction 
e Unable to play 
e Problem with attachment 
e Over-friendly or craving affection from strangers 
« Assessment: Multidisciplinary approach 


* Social care— investigation lead 


v Neglect 


e Persistent failure to meet a child's physical and / or psychological needs. 


n 
e Child's appearance 
note condition of clothing, hair, skin 


head circumference 
mid-upper arm circumference 
e Non attendance at (or repeat alterations of) appointments 
— 


e iH a 
R weight, serial measurements to check growth rate 


Physical examination 
e Signs of medical problem not appropriately treated 
e Evidence of other forms of abuse 
e Development 
gross motor skills, fine motor skills, vision, hearing, language, behaviour, play 


¥ Sexual abuse 


e Forcing or enticing a child or young person to participate in sexual activities, 
whether or not the child is aware of what is happening 


* Contact ( penetrative or non- penetrative) and non-contact activities 


e Presentation: 


e Presentation: 


Information given by the child 
Symptoms from trauma or infection 


Emotional effects: behavioural changes, enuresis, encopresis, self-harming, 
eating disorders or psychosomatic disorder 


Sexualised behaviour or sexual knowledge inappropriate to age 
Under-age pregnancy 


STI 


e Referrals: usually from social care or police 


Refer to departmental child protection rota 


+ Examination 


e Initial management: 


Initial management 


If penetration and/or passage of bodily fluids are suspected consider sexually transmitted diseases and 
pregnancy 

pregnancy test 

if assault within 72 hr, offer post-coital contraception (ideally <12 hr) — usually levonorgestrel 1.5 mg stat 
dose 

Contact genito-urinary medicine department 

Post exposure prophylaxis should be started within 1 hr of assault if indicated (can be given up to 72 hr 
after assault). See HIV and hepatitis B post-exposure prophylaxis PEP guideline 

If ano-genital warts found, discuss with a senior/safeguarding lead (though usually spread non-sexually) 


Investigations 


Mid-stream urine 
Forensic tests (FME to determine) 
Photos/video recordings obtained with a colposcope, stored in accordance with local policy 


¥ Keeping children safe: 


e If clear evidence of child abuse and parents attempt to remove — 2 courses of 
action 


In an emergency — dial 999 , the police can use police protection powers 


If there is time , social worker emergency protection order 


v Self harm 


Self-harm can take a number of forms, including: 
cutting or burning 

self poisoning with medicines or tablets 
punching 

self strangulation 

pulling out hair or eyelashes 

scratching or picking at skin 

inhaling or sniffing harmful substances 
swallowing non-food substances 

swallowing non-food substances 

inserting objects into the body either through orifices or the skin 
head banging 


ASSESSMENT 


Identifying behaviour, intended behaviour or suicidal/self-harming thoughts 
Who knows about the behaviour 

How often this occurred 

If at risk from others 

Stressors e.g. bullying, bereavement, relationships 

Difficulties, abuse, sexuality issues 

General health 

Use of drugs and alcohol 


Education 

Family and social issues 
Support network available 
Child protection issues 


e Admit over night 


e Contact CAMHS crisis team 


e Obtain valid consent for a referral to CAMHS ( parent or other adult with 
parental responsibility or the young person if deemed to have capacity) 


v Brain stem death criteria  ccTAS case 46 


Brain Death: an irreversible coma with no discernible central nervous system 
activity. 


Circulatory determination of death( CDD): no pulse, no breath sounds, with 


pupil fixed and dilated 


Neurological determination of death(NND) 
ettort atter removal trom mecnanical venta 


despite a higher than baseline pCO,. 
iii. No reflexes, namely the lack of brainstem 

reflexes, e.g. gag, corneal reflexes, oculo- 

cephalic reflexes and pupillary reaction tof 

A confirmatory fourth component was a fl 
isoelectric electroencephalogram. The Comnt 
recommended that the examination be repeated a 
second time to allow confirmation, 24 hours after 
the first instance. 


e The time of death — when the first set of tests completed. 


¥ Organ donation 


e Aprroach— Specialist nurse in organ donation( SNOD) in collaboration with 
consultant 
V Palliative care 


e Refers to the support healthcare can offer where cure is not possible. 


Box 34.1 What is palliative care? 


Palliative care: 


e Is aimed at improving"lifé quality, rather than 
duration. 


e Considers all aspects of life, including 
psychological, emotional and spiritual as well as 
physical. 

e Considers the needs of the family as well as the 
child. 


@ |ntervenes only when the benefit of intervention 
outweighs its burden. 


èe Is multi-professional and multidisciplinary. 
Palliative care is not: 

è Withdrawal of care. 

@ Synonymous with euthanasia. 

@ What is left after medical treatment has failed. 


@ategory T= those for which death and cure are 
both possible outcomes (e.g. cancer). 

Gategory ll - might be living a normal or near- 
normal life in the present moment despite having 
a condition that will inevitably lead to premature 
death (e.g. Duchenne muscular dystrophy). 
Gategory lll relentlessly progressive towards 
death without any such normal period. 
Gategory IV’ - heterogeneous and unpredictable 
because the underlying condition is not 
progressive; premature death results from the 
cumulative effects of the condition, rather than 
from the condition itself (e.g. cerebral palsy). 


+ An active and total approach to care from the point of diagnosis or recognition, 
embracing physical, emotional, social and spiritual elements through to death 
and beyond. 


+ Focuses on enhancement of quality of life for the child and support for the 
family. 


« Includes: mx of distressing symptoms, provision of short respite breaks, and 
care through death and bereavement. 


« A comprehensive palliative care service requires a multidisciplinary team 
approach, involving health, social care, education and voluntary sectors , mainly 
hospice 


Y End of life care 


e Part of palliative care but focuses on preparing for an anticipated death and 
managing the end stage of a terminal medical conditions. 


e Includes care during and around the time of the death and immediately 
afterwards 


e The 6 key anticipated symptoms at the end of life include: 
1. Breathlessness 
2. Pain 
3. Terminal agitation/ anxiety 
4. Nausea / vomiting 
5. Secretions 
6. Seizure 
e Four key things to consider as end of life is approaching - 
* Recognition that death is imminent 
e Place of care - 3 places 
« Home, hospice, hospital ward 
+ Advance care planing 
e Practical therapeutics 
End of life care 


cae « Part of palliative care but focuses on preparing for an anticipated death and 
managing the end stage of a terminal medical conditions. 


+ Includes care during and around the time of the death and immediately 
afterwards 


+ The 6 key anticipated symptoms at the end of life include: 
1. Breathlessness 
2. Pain 
3. Terminal agitation/ anxiety 
4. Nausea / vomiting 
5. Secretions 
6. Seizure 

e Four key things to consider as end of life is approaching - 
e Recognition that death is imminent 


e Place of care - 3 places 


e Home, hospice, hospital ward 
+ Advance care planing 
e Practical therapeutics 
v Advanced care plan (ACP) 


+ Designed to communicate the health-care wishes of children who have 
chronic and life limiting conditions. 


+ Sets out an agreed plan of care to be followed when a child condition 
deteriorates 


e Provides a framework for both discussing and documenting the agreed 
wishes of a child and their parents 


* Can be used in all environments: home, hospital,school, hospice, and 
respite care. Also ambulance service 


+ Can be used as a resuscitation plan and or as an end-of-life care plan 


e Remains valid when parents or next of kin cannot be contacted but is not a 
legally binding document. 


¥ Contains: 


e Dx 


* GglsvanneMe! 
e Any adjuncts the child require . gastrostomy, non-invasive ventilation, 
relevant plans like feeding plans 


e Hints and tips on how to care for their child 
e Details of how to care for their child after death and any funeral plans. 
vV Pain management 
e Examination 
e Consideration of all possible contributing factors 
(including psychological, spiritual and social) 
e Discussion with parents, especially in the non- 
verbal child 


e Use of pain assessment tools appropriate for age 
and cognitive ability. 


e Types of pain scale: 
e Face type tools 


e Paediatric pain profile. based on observation of behaviour 


Management of pain 


| apes and treat specific reversible causes 
e Constipation 
e Gastro-oesophageal reflux 


e Orthopaedic, especially hip dislocation 


Consider non-pharmacological measures 


e Attention to reversible sources of fear and anxiety 

e Counterirritants (hot or cold packs, acupuncture 
or TENS), distraction techniques 

e Behavioural techniques (cognitive behavioural 
therapy, relaxation, visualization or art therapy) 


-WHO analgesia ladder 


Background dose 


Starting mg/kg! 
24h OME, then increased 
as determined by 


breakthrough 
requirements 


OME = Oral Morphine Equivalent (measure of opioid potency) 


e Adjuvants to analgesics 


Box 34.3 Adjuvants to analgesics 


These depend on characteristics of pain: 

© Bone pain - NSAID, radiotherapy (if metastatic 
cause), bisphosphonates (especially in presence 
of osteopenia), steroids (if metastatic cause) 

e Nerve pain - Anticonvulsants, antidepressants, 
NMDA antagonists (ketamine, methadone), 
baclofen, steroids (if cause is pressure, e.g. 
from tumour oedema) 

e Muscle spasm — Baclofen, benzodiazepines, 
botulinum toxin 

® Cerebral irritation - Phenobarbital, 
benzodiazepines 

@ Neurolytic and other interventions — Regional 
nerve blocks and spinal blocks 


Y Emergencies 
e Cord compression 
+ Acute Haemorrage 
e Crescendo pain 
e Symptomatic hypercalcemia 
e Acute intestinal obstruction 
e Terminal seizure 
v Hospice 
e They offer a wide range of services including 


+ 24 hour end of life care 
* support for the entire family (including siblings, grandparents and the extended family) 
+ bereavement support 
+ 24 hour access to emergency care 
* specialist short break care 
+ 24 hour telephone support 
+ practical help, advice and information 
provision of specialist therapies, including physiotherapy, play, complementary and music therapy 
* provision of information, support, education and training to carers, where needed 
* community-based teams offering many of the same services in the home environment 


e Many hospitals have a chaplaincy services 
Y Cold rooms 
e Enables family and friends to visit a patient after death. 
e Can also be made available in the home if families wish 
Y Hospital bereavement team 


e Liaise with the family and support them — post-Mortem, transfer, process of 
corner’s inquest 


¢ After death it is a common practice for paediatric consultants to offer the 
family a bereavement visit. 


¥ Clinical governance 


e Itis a framework through which NHS organisations are accountable for 
continuous improvement of quality patient care by creating an environment in 
which excellence in clinical care will flourish. 


Education & 
Training 


Risk 
Managoment 


Clinical 
offoctivenoss 


Research 
and 
Development 


2 enness and transparency: being open for poor performance and mistakes 
without touching patient's and doctor's confidentiality. 


e Risk Mx: monitoring and minimising risk to patients and doctors 
e Audits: itis comparing what we do versus standard to improve quality of patient 


care . 
ee ensure the staffs ake competent Ìn doing their jobs 
= = panes’ 
velop their skill to be up to date. 
pd aaa —- 
P27 0 ion: ensuring that patient's and doctor's data are updated and 
confidential. 
enugense 


e Client and carer experiences: ensuring patients are involved in the process of 
delivery of care to improve quality and suitability. 


+ Effectiveness: to do right thing to the right person at right time in the right 
place. 


* Staff and staff management: reviewing recruitment and management of staff, 
their working conditions and performance. 


